University of Michigan. 100 
, General Library, 12-42 
$ Ann Arbor, Mich. 


7 JUN 20 1948, 


























° In this issue: 


DENTAL WRITERS 
WAR BOND 
AWARD 


An opportunity to cast your vote for 


the writer of the best article published 








in The Dental Digest during the First six 


months of this year. Ballot on page 293. 












































CORONAL INDEX 
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The coronal index expresses the ratio between the width and length 
of the central incisor crown. It is an expression of form, not size. 








A group of central incisors may have the same coronal index 
(width-length ratio), but have different absolute sizes. (Fig. A) 


Also, a group of central incisors may all have the same width but 
different coronal indices. (Fig. B) 


The natural range of coronal indices is adequately covered by 
the three modal groups: 75-85-95. These are referred to as Long, 
Medium and Short. 


In last month’s ad we developed the first factor of the Coordinate 
Size System, the widths of sets of 6s: 39mm., 42mm., 45mm., 48mm. 
The second factor is the coronal index which completes the Co- 


ordinate Size System and identifies the mold. To illustrate: M42 is a 
medium length mold measuring 42mm. 





The twelve size boxes of this Coordinate System for Veri-Chrome 
Five Phase Anteriors cover 98% of all prosthetic needs. 


UN 
C 0 To achieve natural effects, use the Veri-Chrome Color Guide 
Size STS 


For Veri-Chrome 
Five Phase Anteriors CORONAL INDEX 


simplifies selection and elim- 73 L 39 L 42 L 45 
inates duplication. LONG 


ra CORONAL INDEX 
If you haven't received your 85 


copy of our latest study ‘’Co- MEDIUM M 42 M 45 
ordinate Size System and In- 
terchangeability of Laterals” CORONAL INDEX 


—write us or ask your dealer. 99 
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La Mar W. Harris, D.D.S. (Chicago College 
of Dental Surgery, 1929) was among the first 
research workers to report successes in new 
applications of plastics in the field of dentist- 
ty. His first report on this subject appeared 
in THe Dicest in June of 1940 on the use of 
acrylic resin for jacket restoration. In Decem- 

tr of the same year he reported additional 
developments and refinements in the use of 
acrylic. Doctor Harris reports that the tech- 
nique described this month has shown “satis- 


actory end-results during four years of pa- 
tient wear.” 


AnceL Meics BRADLEY received his D.D.S. 
irom the Western Dental College, Kansas City 
in 190]. In September, 1936 he discussed the 
mechanics of mastication in this magazine. 
For more than twenty years, Doctor Bradley 
writes, he has been interested in the effect of 
Periodontal injuries and gingival blood seep- 
age in the causation of dental caries. In this 
issue he presents his provisional conclusions. 
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CONTRIBUTORS 


Joun Jacos Posner (L.L.B., New York Law 
School, 1908; D.D.S., New York College of 
Dentistry, 1914) has spent seventeen years in 
teaching and practicing local anesthesia and 
oral surgery. He has given graduate courses 
in dental colleges throughout the United 
States and in many European countries. In 
the old Dentat Dicest, back in September, 
1922, Doctor Posner described his visit to 
Guido Fischer and in December, 1925, his 
O_p Woritp WANDERINGS OF AN AMERICAN 
Dentist. He is the author of articles on local 
anesthesia and of two books, Loca, ANEs- 
THESIA SIMPLIFIED (C. V. Mosby, 1925) and 
Minor Orat Surcery Simp.iFiep (Patter- 


son and White, 1928). His experiences as 
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ORAL SURGEON IN THE SPANISH WAR are re- 
lated in Orat Hyciene for June. 


Wiriuiam I. Ocus, D.D.S. is a graduate of 
Washington University, class of 1917 and was 
a graduate student at Northwestern in 1923; 
at New York University in 1924. He special- 
izes in oral surgery and is a Lieutenant-Com- 
mander in the Dental Corps of the U. S. Naval 
Reserve (S). Doctor Ogus is the author of 
numerous articles on oral surgery and anes- 
thesia. His present article formed the second 
section of the Special Issue of the Army Den- 
tal Bulletin, of which Doctor Posner’s article 
comprised the first section. That special issue 
was brought out to disseminate needful infor- 
mation and is for that reason further publi- 
cized here. 


J. G. Tmem, D.D.S. is a graduate of Temple 
University, class of 1925. Doctor Tilem is a 
general practitioner who offers his first pub- 
lication this month. 


Anterior Inlays in Acrylic Resin 








DIGEST 
Until the development of 
tooth color plastics one 
of the baffling problems 
in a dental practice was 
that of a patient missing 
an incisal angle of a tooth 
(Fig. 1). Whether the 
Joss was due to an injury 
or to constant replace- 
ment of silicate porce- 
lain, a question arose as 
to what method of repair 
could be used without 
robbing the natural ap- 
pearance of the teeth and 
smile. Following close on 
the heels of the first neces- 
sity has been the need of a 
material for gingival res- 
torations and for mesial 
occlusal inlays in first bi- 
cuspids. Now a solution is 
offered in the use of prop- 
erly processed methyl- 
methacrylate (acrylic 


LA MAR W. HARRIS, D.D.S., Chicago 


Preparation 


MORE EXTENSIVE preparations are nec- 
essary when dealing with acrylic resin 
than with gold, because it has half the 
tensile strength of gold. Inasmuch as 
this material is an insulator rather than 
a conductor of thermal change, it is safe 
to extend the preparations beyond those 
used for metal or porcelain. The objec- 
tives, then, must be to prepare the cavity 
in line with the enamel rods of the tooth 
for their protection, to prevent fine 
bevel on margins, and to strive for defi- 
nite box-shape preparations wherever 
possible. 

The case illustrated involved a brok- 
en mesial incisal angle (Fig. 1) and the 
preparations are demonstrated in Fig. 3. 


impressions 


Modeling compound is used in most 
impressions, and in this case is applied 
from the lingual. The labial excess is 


carved away with a sharp lancet when 
the compound has chilled but is still in 
the cavity (Fig. 3). It will not be neces. 
sary to back up either this type of im. 
pression or a gingival impression with 
copper. For occlusal or two surface in- 
lays, however, a regular copper tube 
impression is taken. 


Electroplating 


1. Attach the modeling compound im- 
pression to the copper of the cathode 
with soft counter wax with a direct 
pathway from impression to an exposed 
area of metal (Fig. 4). Wash the com- 
pound with a saturated solution of Gold 
Dust to remove grease or saliva, and 
dry thoroughly with air. (The com- 
pound will assume a dull appearance 
when clean and dry.) 

2. With a camel’s hair brush paint a 
thin film of colloidal graphite over the 
entire surface, being careful to cover 
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Fig. 1(top)—Left central with broken incisal angle, after preparation. 
Fig. 2—Plastic inlay in place. 
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Fig. 3—Cavity preparation and impression. 
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Fig. 4—Impression mounted on ¢athode and 


washed with Gold Dust. 





Fig. ‘—Thin film of colloidal graphite be- 
ing painted on impression. 


the path to the cathode (Fig. 5). The 
colloidal graphite itself is jet black, but 
the impression when correctly covered 
will be grey. (The graphite is made for 
the printing industry under the trade 
name of Aquadag and must be thinned 
with distilled water for dental use.) 

3. Cover the impression with control 
powder (fine iron filings), emptying 
the excess back into the bottle (Fig. 6). 
Immerse in a small container of elec- 
troplatine solution, kept for only that 
purpose, and agitate with an eye drop- 
per. This will create a copper flash over 
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the entire surface, and will make the 
plating begin simultaneously over the 
entire surface when placed in the plat- 
ing machine. (If the copper flash does 
not cover completely, wash in tap wa- 
ter, dry, again cover with control pow- 
der, and dip into the solution.) 

4. When plating properly the impres- 
sion will maintain a bright copper color 
throughout, and if the machine can be 
kept at four tenths of 1 volt for a period 
of from 1 to 14% hours a sufficiently 
heavy plating will be laid down. This 
will be comparable to a 1/1000 tin foil. 

5. Fig. 7 shows the stone being paint- 
ed or vibrated into the finished impres- 
sion, which should be washed thor- 
oughly before the stone is poured. After 
the stone has set, warm the modeling 
compound, separate, and clean the die 
with Bon Ami on a rubber cup or brush. 

6. Fig. 8 shows the clean die with the 
copper wire in place for a five-minute 
gold plating, which plating will not 
change the dimension of the die but 
will seal the copper and stop any oxidi- 
zation and discoloration of the metal 
during processing. The gold plating 
can be done on the same plating ma- 
chine with the voltage as high as it can 
be carried (usually 114 volts) and with 
a small piece of pure gold used as an 
anode. A pyrex custard cup will hold 
sufficient gold plating solution which 
must be warmed almost to the boiling 
point before using. The solution will 
maintain this warmth for the time 
necessary (from 3 to 5 minutes) for 
plating without further heat. This solu- 
tion can be obtained from a jeweler’s 
supply company. 


Investing 


The wax is carved into the die, which 
is then invested in the lower half of the 
flask so as to prevent undercuts (Fig. 9, 
left). The surface is tin-foiled with a 
medium foil which can be used repeat- 
edly ; the upper half of the flask is filled, 
the tin-foiled surface painted with in- 
vestment to. prevent trapping air, and 
the halves are placed together. The flask 
may be opened just as the investment is 
creating its own heat of setting, and the 
warm wax may be picked out and the 
die thoroughly cleaned with chloro- 
form, xylol, or tetrachloride (Fig. 9, 
right) . 





Fig. 6—Control powder poured on ready to 
dip into electroplating solution. 





Fig. 7—After copper plating, stone is painted 
or vibrated into finished impression. 





Fig. 8—Separated and cleaned, surrounded 
with copper wire ready to gold plate. 


Packing 


It will be noted in Fig. 10 that the 
trench has no mate in the upper half, 
nor gates to the pattern, and is used only 
as a safety canal to stop the excess ma- 
terial from touching the metal of the 
flask and polymerizing ahead of the 
mass. 

In this case the incisal color in its 
putty state is packed into the labial por- 
tion and the body color on top to a 
20 per cent excess to compensate for 
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Fig. 10—Left: ready to pack. Right: packed and trench cut, ready for processing bath. 


shrinkage. Gingival and occlusal dies Processing 

will be invested in such a manner The flask should go together within 
as to receive the body color first and 2 mm. with slight hand pressure at the 
the incisal or occlusal last. time it is placed in the compress and 
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immersed in the bath which is room 
temperature. Raise the temperature not 
over two degrees per minute to 168° F,, 
at which time testing the compress han. 
dle will indicate that the material is jp 
its fluid state and the flask ready to close 
completely. Carry the temperature op 
up to 212° F., and hold for 30 minutes, 
or better still, hold at 168° F. for 9 
hours. Allow the temperature to drop 
below 150° F. before removing from 
the bath, and then allow to bench-cool 
before opening. 

Finishing 

The inlay should be finished and 
polished while still in the metal die, 
in which case the margins may be 
completely finished before the _pa- 
tient arrives. Small stones, incorpo- 


METAL PLASTIC INLAY 






PLASTER 


Fig. 11—Finished inlay with metal being 
peeled away, leaving absolutely clean surface. 


rated pumice wheels, and whiting and a 
felt wheel are the necessary polishing 
tools. The stone is then broken away 
and the copper die with its gold cover- 
ing is peeled away (Fig. 11). The inlay 
will come out absolutely clean from the 
metal cavity, and is then placed in warm 
water where it remains until ready for 
cementing. 

The use of a copper die will save con- 
siderable chair time in seating the in- 
lay in the cavity. 


Cementing 

Use a fine quality of zinc phosphate 
cement mixed to the same consistency 
as for gold inlays. Dry the inlay and the 
tooth and cement to place, having the 
patient hold the inlay under pressure 
just as is done for gold inlays. 

As the plastic is translucent enough 
to be influenced by the cement, if any 
doubt exists as to color, try several 
shades with glycerin before choosing 4 
color. As a rule the pure white cement! 


will reflect the most desirable color. 


25 East Washington Street. 
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Oral Defense Through Occlusal 
Stress Reduction 





A. M. BRADLEY, D.D.S., Muskogee, Oklahoma 








DIGEST 


This report covers six 
years of experience which 
has that 
with proper occlusal stress 
reduction the oral defense 
index moves more than 
half way from suscepti- 


demonstrated 


bility to immunity to ca- 
ries. Nature is called on 
for less blood plasma to 
repair injury. As a result 
seepage of blood plasma is 
greatly retarded, thus 
eliminating a culture me- 
dium for bacterial growth. 
Stress lines are reduced 
and frequently obliter- 
ated. Far less caries de- 
velops than in the uncor- 
rected cases; pyorrhea is 
retarded and frequently 
arrested; there is less cal- 
culous deposit; Vincent’s 
infection is rare. 




















MosT RESEARCH ON the etiology of oral 
disease has been directed toward the 
chemico-bacteriologic offense. Conclu- 
sions seem well grounded regarding 
the carbohydrate elements, especially 
sugars, in the causation of dental caries. 
Research, however, seems to have en- 
tirely overlooked injuries to the perio- 
dontal membrane and the consequent 
gingival seepage of blood plasma which 
forms the viscid film base and culture 
medium upon which bacteria thrive. It 
is the purpose of this paper to discuss 
the most common cause of injury and 
how by its elimination it is possible to 
reduce this seepage of blood plasma and 
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thus initiate a sane approach to the 
problem of defense against dental dis- 
ease. That there is such a problem and 
that its solution is worthy of attention 
is demonstrated by Nature. In the same 
mouth, with identical chemical condi- 
tions, may be found a mixture of sus- 
ceptibility and immunity which could 
not exist without the involvement of 
other than chemical or bacterial factors. 

We are dealing with a machine in 
which the law of the lever obtains. The 
efficiency and endurance of this ma- 
chine depend on the smoothness of its 
operation. When operating as designed, 
the mandible, void of articulation ex- 
cept for the glenoid fossae as backstops, 
is so suspended by a system of liga- 
ments and muscles that it swings freely. 


It protrudes in any direction and auto- 
matically returns to centric rest posi- 
tion; or, with power exerted, to centric 
occlusion. In youth there is no condyle 
path; it appears only with abrasion of 
the eminentia and condyle head. 


Functions of the Eminentia 


The eminentia (Fig. 1) belongs al- 
most exclusively to man. It is slightly 
developed in some of the grazing ani- 
mals, but totally absent in all animals 
having a one dimension articulator, 
such as the ape family and all solely 
carnivorous animals. The primary func- 
tion of the eminentia is to act as a cam 
to force the molar teeth downward more 
nearly to a level with the incisors, re- 
lieving cuspal interference with the 


EMINENTIA 


16 
\ 














Fig. 1—The emi- 
nentia “E” acts 
as a cam to keep 
the mandible 
more nearly on a 
level with the 
maxilla in open- 
ing, thereby furnishing more space for the 
food bolus. Also by stretching the throat mus- 
cles, it plays an important part in making 
man the speaking animal. ; 

The tooth roots with their curved tips are 
set in an abundance of cellular bone tissue to 
absorb stress so long as it is directed in line 
with the long axis of the teeth. The scarcity 
of cellular bone tissue between the roots and 
the cortical plates permits of an ever increas- 
ing opportunity for injury as the line of force 
diverges from the line of the long axis. 
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VOLUNTARY INVOLUNTARY 


Fig. 2—In voluntary action, as in consciously 
biting on an object, force is directed in line 
with the long axis of the teeth. Involuntary 
action, as in ordinary chewing, is the curved 
movement of the mandible from any open pro- 
trusive position to centric. Any cuspal inter- 
ference with this movement produces contra- 
angle stress, with resultant injury to the sup- 
porting structures. 

movements of the mandible, and fur- 
nishing greater space for the food bolus. 
It also stretches the throat muscles to 
make the speaking animal. Singing 
voices lose their tone value as abrasion 
removes it. Frequently, in age, the loss 
is so great that only a concavity re- 
mains of the eminentia. In the occa- 


sional case in which the loss is unilat- 





Fig. 3—Open stress lines through which blood plasma escapes to form the viscid film for 
the attachment of all types of débris. Roentgenologic evidence indicates that open stress 
lines always precede caries and pyorrhea. With proper stress reduction they fade and fre- 
quently entirely disappear, damming back the seepage of blood plasma. 
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eral, complications are added to the full 
denture problem. 


Natural Cushioning of Normal 
Stress 


The normal backward curvature of 
the tooth roots and the manner in which 
they are arranged in the alveolar proc- 
ess furnish ample cushion and resist- 
ance to the normal stress of mastica- 
tion, so long as the stress is directed in 
line with the long axis of the teeth. 
Transversely both cushion and resist- 
ance are weak. This machine was de- 
signed to crush and shred, but not to 
grind. 


Operation of Mandible 


The mandible operates under both 
voluntary and involuntary control (Fig. 
2). In voluntary control, force is nearly 
always directed in line with the long 
axis of the teeth. In involuntary, its di- 
rection is contra-angle until nearing 
rest position, then curves toward the 
line of the long axis. 


Evolutionary Change of Maxilla 


Prehistoric man with his low fore- 
head, broad shallow cusped teeth, and 
well developed protrusive arch, had 
neither caries nor apparent evidence of 
pyorrhea or other disorders until his 


INCORRECT 
GOURNAL BEARING) 


CORRECT 
(BALL BEARING) 


Fig. 4—Nature designed no facets or plane 
surfaces on bicuspids and molars. Develop- 
mental ridges always present convex surfaces 
to the opposing teeth, until abrasion pro- 
duces facets to add friction and _ produce 
trauma. Nature’s original design was a 
rounded cusp, which has been sharpened 
by the evolutionary rise of the forehead, 
compression of the facial bones, and squeez- 
ing up of the tooth buds. Restoration of 
the original tooth form gives comfort to the 
patient, reduces trauma, and by permitting 
more freedom of motion to the mandible, 
retards future abrasion. 


coarse food, filled with dust, grit, and 
sand stone from the rocks between 
which he ground his grain, had abraded 
his teeth into interference with free 
mandibular movement. Then _ inter- 
proximal caries appeared. With the 
evolutionary change to the high fore- 
head of today, the facial bones have 
become compressed; the rounded or- 
bits are now triangular; breathing 
space is restricted; the ethmoid cells 
have changed from round to a com- 
pressed oblong; and the tooth buds, 
both deciduous and permanent, have 
been squeezed to form sharp cusps with 
deep pits and fissures. The mandible. 
designed to erupt its teeth first and by 
cuspal guidance carry the expansion of 
the maxilla with it, is gradually losing 
its fight against the compression from 
above and becoming the worst victim 
of the evolutionary change. It has 8° 
lost in dimension that not only is there 


insufficient space for the third molars, 


but the bicuspids, through vertical im- 


paction, are delayed in their eruption. 
This permits the maxillary teeth to over 
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erupt and change the curve of Spee 
from the arc of a 14 inch to as deep as 
the arc of a 7 inch circle. 


Cuspal Interference 


All this adds up to a change in arch 
forms; frequent limitation of mandib- 
ular movement to approximately one 
dimension; and wrecking Nature’s ma- 
chine too early in life. Cuspal interfer- 
ence is the monkey wrench in the ma- 
chinery. This interference with free 
mandibular movement results in contra- 
angle stress, for which Nature has pro- 
vided no proper resistance. Under this 
stress the supporting structures become 
injured, the lamina dura is pushed back 
to enlarge the sockets, the periodontal 
membrane loses its tone, and stress 
lines appear between the lamina dura 


and the tooth (Fig. 3). 


Reparative Blood Plasma as 
Culture Medium 


Nature sends blood plasma with its 
building materials. Considerable plas- 
ma escapes by way of the opened 
sockets, and, emerging at the gingival 
border, forms a highly viscid film over 
the tooth areas where the saliva is un- 
able to remove it. This glue pot catches 
calcareous deposits from the saliva to 
form salivary calculus, débris to form 
plaques that are known to produce 
caries; and bacteria of many types find 
in it a favorable medium. Roentgeno- 
graphic examinations indicate that the 
open stress lines always precede ap- 
proximal or gingival caries. 


Clinical Observations 


1. In examination of more than 
1500 mouths approximal caries was not 
found unless the cusps or incisal edges 
of one or both the approximating teeth 
were in interference with normal man- 
dibular movement, except in a few cases 
in which cross stress was transmitted 
to the incisors by locked in cuspids and 
irst bicuspids. 

2. There has been no evidence that 
caries begins at the contact point after 
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Fig. 5—In mouths 
where cuspal interfer- 
ence limits mandibular 
motion to the vertical, 
trauma is seldom found. The natural inclina- 
tion to lateral motion sets up abrasion, which 
in time permits of contra-angle stress. At ap- 
proximately 35 degrees the contra-angle stress 
begins to produce trauma. At 55 degrees the 
limit of normal involuntary lateral motion is 
reached. The danger area for trauma and the 
resultant caries, therefore, is between 35 and 
55 degrees. 


the septal tissue has receded: It ap- 
pears at the point of recession, demon- 
strating that the septal tissue acts as a 
wick for the blood plasma. 

3. Gingival caries is accompanied by 
the tell-tale plane of abrasion on the oc- 
clusal and incisal. This last statement 
may not always hold true in persons 
with a prolonged lowered hydrogen ion 
concentration, nor in the habitual 
candy-bar-and-soft-drink users. 

4. Green stain has been found only 
in partial mouth-breathers in whom the 
plasma has opportunity to dry and be- 
come a gummy mass culture medium. 


Stress Reduction as Solution 


To this accumulation of evidence 











there can be only one answer: stress re- 
duction. Each case presents its own 
problem. The most difficult cases are 
those with excessive overbite and no 
compensating overjet. 


Procedure 


1. Care must be exercised in pre- 
serving the vertical dimension. 

2. Care must be taken not to proceed 
with the case so fast that the teeth be- 
come too sensitive. Several months may 
be necessary in younger patients. 

3. Radical destruction of the enamel 
is not to be tolerated; nevertheless in 
choosing between a smooth path and 
the retention of interfering enamel, the 
smooth path is of paramount impor- 
tance. With interference so removed 
that the mandible may approach centric 
from all angles, no one path receives all 
the use, and abrasion is automatically 
reduced. A check of five-year cases 
shows a small amount of abrasion in 
some; none in others. 

4. No case should be attempted with- 
out study models of the occlusal sur- 
faces. This is the.only means of discov- 
ering all interlocking areas, and plan- 
ning their removal. Additional study 
models are advised as_ the 
progresses. 

5. A quick impression may be taken 
of the two arches at one time by sand- 
wiching a sheet of 22 gauge suction cup 
metal between two thicknesses of box- 
ing wax. Have the patient bite into this 
and hold until buccal and labial con- 
formation is made with the fingers. 

6. The occlusal path should be es- 
tablished in the mandible, then the 
maxilla brought into conformity. 

7. All cuspal areas must be rounded 
(Fig. 4), no planes nor angles being left 
to produce interference and abrasion. 
In the ideal finished case the teeth 
may be in contact in any lateral or pro- 
trusive position and slide to centric so 
smoothly that the finger tips placed 
against the upper lip detect no inter- 
ference. 

303 Surety Building. 


case 


Unsolicited Manuscripts Are Welcome 


“When you have made an observation of value or reached a conclusion concerning 
the unusual, publish it. Avoid carrying unpublished knowledge to the grave!”— 


Sir William Osler. 
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A Simplified Technique for Local Anesthesia 


JOHN JACOB POSNER, L.L.B., D.D.S., New York City 


Bony Structure of Maxilla 

and Mandible 

Much can be learned about the reasons 
for the technique of local anesthesia by 
examination of the skull. 

The Maxilla—External Surfaces— 
Notice the nasal spine in the median 
line, Fig. 1; the location of the attach- 
ment of the labial frenum. 

The infra-orbital foramen is located 
about 7 to 10 millimeters below the 
floor of the orbit. Compare the distance 
from the teeth to the infra-orbital fora- 
men with that from their apexes to the 
approximate location of the mucobuc- 
cal fold, which is a tiny fraction of an 
inch (Fig. 2). 

Observe the thinness of the buccal 
plate of bone overlying the roots of the 
bicuspids and molars, Figs. 3 and 4. 
The malar process extends down and 
levels off at the apexes of the molars, 
Fig. 1. 

The Palate—The anterior palatine 
foramen is in the median line posterior 
to the central incisors. On each side 
and adjacent to the third molar, is the 
greater posterior palatine foramen. 
This transmits the anterior palatine 
nerve which emerges from the posterior 
palatine foramen and runs anteriorly 
as far forward as the cuspid, Fig. 5. An 
examination of the palate shows a shal- 
low, distinct groove running forward 
from the posterior palatine foramen. 
The nerve lies in this groove on the 
surface of the bone, Fig. 5. 

The Mandible—Observe the retro- 
molar triangle formed by the internal 
and external oblique lines, Fig. 6. In 
this illustration you will notice also that 
the starting point of the injection is 
buccally to the buccal cusp of the third 
molar. Subsequently, it will be seen 
that this is a vital landmark in the tech- 
nique of the mandibular injection. 

In a view of the lateral surface of the 
ramus, the arrow indicates the deepest 


— 


*Reprinted (with slight rearrangement) from the Spe- 
cial Issue of the Army Dental Bulletin, November, 1941, 
with permission of the Office of the Surgeon General, 
War Department, Washington, D. C. 
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DIGEST 


This article presents the 
end-results of the grief 
and bitter experiences of 
the many workers in the 
field of local anesthesia, 
including my own. The 
technique described here- 
in is simple, safe, and de- 
pendable. It should rid 
dentistry of the fear of 
pain which restrains 
many ... from seeking 
necessary dental care. 
... [wo main injections 
described: suprape- 
riosteal and mandibular. 


are 


They are the only ones 
used by me and, in my 
opinion, have completely 
replaced all other forms 
of infiltration and block 
anesthesia in dental sur- 
gery. 

In this article, I have 
set down the technique of 
the supraperiosteal injec- 
tion in greater detail than 
ever before. This injection 
has stood the test of time. 

Of all the block injec- 
tions, I have found that 
the only one required in 
the practice of dental sur- 
gery is the mandibular. 
The others may be dis- 
carded safely. 




















curvature or recession of the external 
oblique line, Fig. 7. 

The internal and external oblique 
lines are both marked in the illustration 


of the medial surface of the ramus, 


Fig. 8. 


The Anesthetic Solution 


I have used 2 per cent novocaine 
successfully for 27 years. In all that 
time it has proved to be safe, efficient, 
and dependable. It provides a rapid 
and deep anesthesia, and lasts long 
enough to permit extensive operative 
or surgical procedures. 

As a vaso-constrictor, adrenalin, | to 
90,000, serves for both operative den- 
tistry and surgery. When adrenalin is 
combined with novocaine in that pro- 
portion, it intensifies the action of the 
anesthetic and diminishes hemorrhage. 


The Syringe 

There are two types of syringes for 
use in local anesthesia: one is the car- 
tridge type syringe which receives a 


glass tube containing a prepared solu- J 


tion. The glass tube, or cartridge, has a 
rubber stopper at each end, one acting 
in connection with the plunger, the 
other, permitting insertion of a needle. 
The other, a_ glass-barrel type of 
syringe, which is filled either with a 
solution from a glass ampule or with a 
solution freshly prepared in a porcelain 
dissolving-cup using novocaine tablets. 


Needles 


Satisfactory needles for use in local 
anesthesia are made from stainless 
steel, seamless tubing. The infiltration 
needle is 25 gauge, 1 inch long; the 
mandibular needle is 23 gauge, 14 
inches long. 

It is advisable to use a guide with the 
mandibular needle to indicate the depth 
of penetration. The guide is easily made 
by taking three turns around the heavy 
needle with a piece of stainless sted 
wire about 25 gauge. This guide should 
be set at one inch from the needle point. 
The depth of penetration in mandibular 
injections is three fourths of an inch 
for all mandibles; therefore the needle 
is inserted to within one fourth of an 


inch of the guide, Fig. 9. The needle is 
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Fig. 2—Horizontal line indicates relation of mucobuccal 


fold to apexes. 


held with the bevel toward the bone. If 
the long, sharp point were alongside the 
bone, it would catch in the periosteum 
and prevent the needle’s easy progress. 


Sterilization 


The syringes and needles should be 
sterilized by boiling in plain water for 
at least 15 minutes, a small special steri- 
lizer being used. (Distilled water should 
be used when the tap water has any un- 
usual salt contents.) Sodium bicarbon- 
ate should never be used in connection 
with their sterilization as it not only 
tends to break down the glass but may 
affect the novocaine, producing sub- 
stances that are toxic. 

Syringes and needles should never be 
Placed in the general instrument steri- 
lizer as this greatly increases the danger. 
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maxillary sinus. 


y 


The Supraperiosteal Injection: 
The Technique 


1. Place a small piece of cotton roll 
on the gum over the area to be anes- 
thetized. It will be held there by the lip 
or cheek. 

2. After a few seconds, remove the 
cotton roll. 

3. The lip, now dried, may be se- 
curely seized with the fingers of the left 
hand and pulled downward and slightly 
away from the necks of the teeth, there- 
by revealing the mucobuccal fold which 
is the starting line for all the injections 
in the upper jaw. 





Fig. 3——Note close proximity of apexes of molars to floor of 





Fig. 4—Molar roots denuded. Lateral view of malar process and nasal spine. 


of contamination. It is a good policy to 
have several syringes with needles 
mounted so that there will be no inter- 
ference with sterilization and operation. 


4. Use a sterile, cotton applicator to 
paint the mucosa at the fold over the 
area to be injected with aconite and 
iodine, equal parts, Fig. 10. 
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line for starting mandibular injection. 


5. Take up the loaded syringe, keep 
thumb upon the plunger. 

6. Place the tip of the needle at the 
mucobuccal fold, a little mesial to the 
tooth to be anesthetized. With slight 
pressure, pierce the mucosa with the 
needle point. As soon as the point of 
the needle has entered, slowly deposit 
a few drops of solution. At this time 
and throughout the injection, the needle 
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Fig. 5—Horizontal line across palate intersecting vertical lines, 
indicating course of anterior palatine nerves. 
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Fig. 6—Position of syringe and relation of needle point to internal oblique 


and syringe should be parallel to the 
tooth, with the needle almost resting 
against the gum, bevel toward the bone, 
Fig. 11. 

7. Now slowly advance the needle 
upon the periosteum toward the apex 
of the tooth until the needle encounters 
bone. Here on the periosteum opposite 
the apex of the tooth, deposit the re- 
mainder of the solution, usually 1 cc. 


The needle, at the conclusion of the ip. 


jection, has penetrated only about a 
fourth of an inch and in no insiances 
beyond three-eighths inch. 

S. It is unnecessary to use pressure 
at any time for a supraperiosteal injec. 
tion. 

The Central Incisor—The veneral 
rule in supraperiosteal anesthesia is to 
insert the needle in the mucobuccal fold 
mesially to the tooth to be anesthetized, 
The one exception, however, is the 
central incisor. The insertion of the 
needle should be distally to the central 
with the needle being directed toward 
the median line. The solution can then 
be deposited mesially to the apex of the 
tooth alongside of the nasal spine and 
on the periosteum. (Dosage 1 cc.) 

The Lateral Incisor—The point of 
insertion of the needle for the lateral 
incisor is the same as for the central 
except that the needle is directed toward 
the apex of the lateral and on contact 
with the bone, solution is deposited 
slightly to the mesial of its apex. The 
depth of penetration is about one fourth 
of an inch. (Dosage 1 cc.) 

The Cuspid—tThe cuspid ordinarily 
has the longest root of any tooth in the 
maxilla. In order to be certain that the 
solution will be deposited opposite the 
apex, a penetration of approximately 
three eighths of an inch may be neces- 
sary. The needle is inserted in the muco- 
buccal fold and advanced to come in 
contact with the bone. Anesthetic solu- 
tion deposited below the apex of an up- 
per tooth may not produce the maxi- 
mum anesthetic effect. The infiltration 
tends to be backward and downward 
and not forward and upward. (Dosage 

1.5 ec., Fig. 11.) 

The Bicuspids—The needle may be 
inserted in the mucobuccal fold mesially 
to either of these teeth the needle point 
being carried upward toward the apex: 
On contact with the bone opposite the 
apex, the solution should be deposited 
on the periosteum. The depth of pene 
tration will be approximately one 
fourth of an inch. (Dosage | cc.) 

The First Molar—The injection of 
the buccal tissues adjacent to the firs 
molar is somewhat different from the 
maxillary teeth owing to the relation of 
the malar process to the buccal rools, 
Fig. 1. Upon piercing the mucobuccal 


THE DENTAL DIGEST 
























































pa 
an 
te) 


bl 
tic 
an 
di; 
th 


tre 


th 
of 
th 





of 








fold, the needle point may meet with re- 
sistance and the anesthetic solution 
should be deposited opposite the apexes 
of the buccal roots. Force should not 
be used to advance the needle point un- 
der the periosteum of the malar process 
or to slide the point distal to it. The on- 
set of anesthesia is as rapid as in the 
previous injections. (Dosage 1.5 cc.) 

The Second and Third Molars— 
Needle is inserted in the mucobuccal 
fold and the point advanced to contact 
with the bone opposite the mesiobuccal 
roots where the anesthetic solution is 
deposited. 

Palatal Anesthesia — Anesthesia of 
the palate is not required for procedures 
in operative dentistry, the buccal injec- 
tion alone suffices. Both the buccal and 
palatal injections are necessary for ex- 
traction of, teeth or for any other sur- 
gical measures. 

The injections on the palatal surface 
differ greatly from those made on the 
buccal aspect. The insertion of the 
needle in the mucobuccal fold requires 
only a feather touch to penetrate the tis- 
sues, while a certain amount of pressure 
is necessary to penetrate the palatal tis- 
sues and inject the anesthetic solution. 

Point of Needle Insertion in Palatal 
Anesthesia—F ig. 12 is an illustration 
of the palate. A line is drawn across the 
arch from the distal of the second bi- 
cuspid to a corresponding point on the 
opposite side. Half the distance be- 
tween the neck of the second bicuspid 
and the median line is indicated on the 
figure by a black spot. This is consid- 
ered an important point for injections 
on the palatal surface, Fig. 5. 

Less than 0.5 cc. of solution de- 
posited at this point will anesthetize the 
palatal structures, soft tissue and bone 
anteriorly as far as the cuspid and pos- 
teriorly to the third molar. (Third 
molar not included.) Anesthesia at this 
point works two ways: forward, by 
block anesthesia; backward, by infiltra- 
tion. To anesthetize the palate in the 
anterior region of the maxilla, inject 
directly behind the tooth involved. If 
the three incisor teeth are to be ex- 
lracted, palatal anesthesia can be ade- 
quately secured by injecting behind 
the central and cuspid; only two drops 


of anesthetic are necessary for each of 
these injections. 
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Fig. 8—IN, internal oblique line; M, inferior dental nerve; S, mandibular 
sulcus; X, external oblique line; D, deepest part of curvature of external 
oblique line. 


If the second or third molar is to be 
extracted, inject two drops of anesthetic 
solution near the tooth, approximately 
one eighth of an inch posteriorly to it; 
this gives excellent palatal anesthesia, 
Fig. 14. 

Position of the Hands in Palatal 
Anesthesia—In executing the supra- 
periosteal technique, the thumb should 
rest upon the tip of the plunger. In pal- 
atal injections, the thumb and fingers 
must hold the barrel of the syringe with 


a pen grip, giving sufficient steadiness 
to penetrate the resistant palatal tissue. 
Then the thumb is moved to the tip of 
the plunger and the solution discharged. 
A firm rest is secured for the other 
fingers to steady the hand further. 
Position of the Syringe in Palatal 
Anesthesia—Better results are obtained 
during a palatal injection if the syringe 
is held parallel with the long axis of the 
teeth. When the needle has entered, in- 
ject a drop or two of solution, advanc- 
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Fig. 9 


Fig. 9—Mandibular needle with guide in place. 
Fig. 10—View of mucobuccal fold, maxilla. 
Fig. 11—Point of penetration in mucobuccal fold. 
Fig. 12—Palate indicating points for insertion of needle. 
Fig. 13—Point of intersection for insertion of needle. (See 
Fig. 5 for its location on the dry specimen.) | 
Fig. 14—Needle point advanced to anterior palatine nerve. 
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ing the needle until it comes in contact 
with bone, and another two or three 
drops should be deposited. This is in 
close proximity to the anterior palatine 
nerve which is located on the surface of 
the bone and extends from the posterior 
palatine foramen to the cuspid, Fig. 5. 
It is advisable to keep the syringe 
on the same side that is being injected, 
Figs. 13 and 14. 

Testing for Anesthesia—Anesthesia 
is present if the patient experiences no 
pain when pressure is exerted on an in- 
strument or elevator placed between the 
neck of the tooth and the gum. Anes- 
thesia at the neck of the tooth indicates 
that the solution deposited near the 
apex has effectively cut off downward 
sensation. 

Supraperiosteal Anesthesia in the 
Mandible: Buccal Surface—Supraper- 
iosteal anesthesia may be used to anes- 
thetize the four lower anterior teeth by 
injecting the anesthetic solution at the 
mucobuccal fold, Fig. 15. 

Mandibular injection is indicated to 
anesthetize the cuspid. In cases of in- 
complete anesthesia, supraperiosteal in- 
jection of 0.5 cc. of solution can be 
given at the mucobuccal fold mesially 
to the cuspid. This anesthetizes the 
small interlacing nerve fibers from the 
opposite side. Dosage for central in- 
cisors, 1 cc.; dosage for laterals, 1 cc. 

Lingual Surface—Lingually, the in- 
jections are given on the alveolar crest 
behind the tooth, Fig. 16. Two drops of 
anesthetic solution adjacent to each 
tooth is usually sufficient. 


The Mandibular Injection 


Mandibular injection is indicated to 
deposit the anesthetic solution at the 
mandibular sulcus on the medial sur- 
face of the ramus to anesthetize the in- 
ferior dental nerve. This is an excellent 
example of block or regional anesthesia. 
The inferior dental nerve, a branch of 
the mandibular division of the fifth 
cranial nerve, supplies sensation to one- 
half the mandible. A shallow depression 
is located on the medial surface of the 
ramus in the region of the orifice of the 
inferior dental canal. This depression 
is known as the mandibular sulcus, Fig. 
8. 
| Landmarks—The retromolar triangle 
8 outlined in the illustration of the 





Fig. 16—Injection alveolar crest, lingual surface. 
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Fig. 17—Retromolar triangle. 





mandible in Fig. 6. Its location is fur- 
ther illustrated as being buccally and 
distally to the last molar tooth, Fig. 17. 
A needle inserted directly behind the 
last molar tooth would come to rest 
about one-half inch away from the 
bone, Fig. 18. 

The internal oblique line is of ex- 
treme importance as a guide in the in- 
sertion and advancement of the needle 
point to the mandibular sulcus. The 
average distance from the internal ob- 
ligue line to the mandibular sulcus is 
one-half inch. 

Mandibular Sulcus—As described, 
the mandibular sulcus is a shallow de- 
pression located on the medial surface 
of the ramus in the region of the orifice 
of the inferior dental canal, which 
transmits the inferior dental nerve, Fig. 
8. The anesthetic solution at the end of 
the mandibular injection is deposited 
in this sulcus. The nerve under the in- 
fluence of the anesthetic is unable to 
carry impulses past this point with the 
result that sensation is cut off to the 
parts supplied by the nerve. These in- 
clude the teeth, gums, alveolar process, 
and bone, the lower lip and anterior 
two thirds of the tongue. Sensation to 
the lingual mucosa is supplied by the 
lingual nerve. 

Mandibular Injection—Right Side— 
Step 1: Rest the lower edge of the left 
index finger on the buccal cusps of the 
bicuspids and molars, Fig. 19. Press 
backwards gently and the finger is 
stopped by an upright wall of bone. The 
finger tip is now resting in the retro- 
molar triangle. The finger nail is in line 
with, and directly over the internal 
oblique line, thereby establishing the 
first general position of the finger as a 
guide for mandibular injection. 

Step 2: At the end of Step 1, the tip 
of the index finger rests in the retro- 
molar triangle, then swing the hand and 
fingers outward as in Fig. 20, and the 
sharp edge of the external oblique line 
should readily be felt beneath the finger 
tip. From this position slide the finger 
gently up and down the external oblique 
line until the deepest point of its reces- 
sion or curvature has been determined, 
Figs. 7 and 8. When the deepest point 
has been located, swing the finger in- 
ward again and return it to the original 
position, resting on the buccal cusps of 
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Fig. 18—Applicators indicate that injections directed distally 
to third molars would not approach inferior dental nerve. 





Fig. 19—Arrow represents needle; L, lingual nerve; M, inferior dental nerve; E, ex- 


ternal oblique line, I, internal oblique line. 


the bicuspids and molars, Fig. 19. This 
checks the accuracy of the finger posi- 
tion in relation to the teeth, also gives 
the deepest part of the external oblique 
line which serves as an excellent guide 
for the finger tip when the molar or bi- 
cuspid teeth are absent, or when the 
teeth are extremely irregular. 

Step 3: Rest the syringe containing 
the anesthetic solution on the cuspid of 
the opposite side; keep it there through- 
out the injection. Place the needle point 





very close to the center of the index 
finger nail and in contact with the 
mucous membrane, Fig. 21. The edge of 
the finger nail and the needle point are 
directly over the internal oblique line. 

Step 4: With the needle point resting 
directly over the internal oblique line, 
give the needle a little push. The needle 
and the mucous membrane move to- 
gether and both slip over the internal 
oblique line, Fig. 22. Let them slip back 
again. 
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Fig. 20—Finger tip on deepest curvature of external oblique line. 





Fig. 21—Start of mandibular injection. Needle and finger tip over 
internal oblique line. 





Fig. 22—Insertion of needle. 


Repeat this lingual-buccal sliding 
movement three or four times and get 
the feel of the needle as it slips over the 
internal oblique line. 

During one of these movements 
when the needle slips over the internal 
oblique line, exert slight pressure on 
the syringe penetrating the mucous 
membrane with the needle point. The 
needle point is now just beyond the in- 
ternal oblique line and in positive con- 
tact with the inner surface of the ramus; 
bevel toward the bone. The syringe is 
kept over the cuspid tooth of the op- 
posite side. The needle penetration up 
to this point is a mere fraction of an 
inch. Immediately inject a few drops 
and anesthetize the lingual nerve which 
is nearby. This also makes further 
progress of the needle painless. 

Step 5: To complete the injection, 
merely advance the needle to a depth 
of three fourths of an inch; the needle 
point has now reached the mandibular 
sulcus and the anesthetic solution can be 
deposited in close proximity to thenerve. 

Symptoms of Anesthesia—As a rule, 
in five minutes anesthesia should be 
marked. It is evidenced by tingling of 
the tongue and lip. This simplified tech- 
nique has reduced the waiting time, 
which formerly was twenty minutes. To 
test for anesthesia, carry any instru- 
ment beneath the free margin of the 
gum around the tooth involved, even 
if the patient has already announced 
the tongue and lip symptoms. Just as in 
the supraperiosteal injection, when 
there is no sensation about the neck of 
the tooth, the tooth may be extracted. 

Long Buccal Nerve—Sometimes, de- 
spite the usual satisfactory tingling of 
the tongue and lip, it will be found that 
the mucous membrane opposite the 
molars is still sensitive. This patch of 
mucous membrane alongside the molars 
is supplied by the long buccal nerve, 
which is only at times anesthetized dur- 
ing a mandibular injection. To com- 
plete anesthesia, merely deposit a few 
drops of solution in the mucobuccal 
fold adjacent to the tooth to be ex- 
tracted. This anesthesia is immediate. 
Sometimes an additional injection of 
half a cubic centimeter along the third 
molar area is advisable in difficult im- 
pactions, to lessen bleeding. 

(Continued on page 292) 





Broken Needles in Dental Practice 






WILLIAM I. OGUS, D.D.S., Washington, D. C. 


THE ADVENT OF local anesthesia in den- 
tal practice has added other hazards to 
our surgical problems—breaking of the 
needle during injections, subsequent 
problem of its location, and the opera- 
tion for its removal. 

Considering the fact that in routine 
dental practice thousands of injections 
are made daily, the number of needles 
broken are few. With the present im- 
proved teaching methods in dental 
schools and the many opportunities for 
further study, it is anticipated that the 
number will be greatly reduced. 

An extensive study of broken-needle 
cases reveals the following as the most 
frequent causes: 

1. The needle was not kept in a 
straight line with the syringe during the 
injection. 

2. Needle used was of too small a 
gauge. 

3. Needle was inserted either above 
or below the normal line for injection. 

4. Needle was defective. 

5. Patient in some way moved or in- 
terfered with operation. 

Correction of the above faults would 
eliminate most of the possibilities of 
broken needles. 

It is believed that by following the 
simple and lucid instructions presented 
by Doctor Posner in the preceding ar- 
ticle, one’s technique will improve to 
such a degree that the hazard of broken 
needles should be entirely eliminated. 

When confronted with the unhappy 
situation of a broken needle during a 
dental operation, it is important to 
avoid any excitement. An excited and 
nervous operator upsets his own mental 
siate, limits his possibilities of recover- 
ing the needle, and may subject the pa- 
tient to a series of fruitless exploratory 
operations as well as nervous exhaus- 
tion. The operator has a ticklish job 
ahead of him, but it is not impossible 
if approached with confidence. How- 


*Reprinted (with slight rearrangement) from the Spe- 
cial Issue of the Army Dental Bulletin, November, 1941, 
with permission of the Office of the Surgeon General, 
War Department, Washington, D. C. 
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Fig. 1—Roentgenogram of broken needle in 
upper edentulous jaw showing diagnostic 
needle (with bulb) in close proximity. 


ever, in general clinic practice, the re- 
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covery of broken needles should be the 
sole responsibility of the oral surgeon. 

The recovery of a short needle, 
broken in local injection, is not a diff. 
cult problem and can be located by the 
aid of a roentgenogram. To assist in its 
location, another needle is inserted in 
the soft tissue close to the broken one. 
The hub of the localizing needle will 
identify itself in the roentgenogram 
which is made with both needles in po- 
sition (Fig. 1). 

The broken needle is usually found 
in the tissue close to the bone. 

The recovery of a long needle, broken 
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Fig. 2—Closed-mouth lateral plate showing broken needle. 











Fig. 3—Antero-posterior roentgenogram showing position of broken needle. 
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Fig. 4—Roentgenogram showing diagnostic needle in place for locating needle broken 


in a mandibular injection. 
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Fig. 5, A—1, Diagnostic needle (with hub) inserted for locating broken needle; 2, 
broken needle in tissues; 3, right angle incision extending approximately a half inch 
above to one-half inch below the broken needle; B, 4, retractor; 5, broken needle; 6, 
hemostat forceps grasping broken needle. 


when making a mandibular injection, 
is one of the most difficult operations in 
dental surgery. Its recovery requires a 
thorough knowledge of the anatomy of 
the part, good surgical judgment, prac- 
lice, and perseverance. An excited op- 
‘rator had best turn the problem over 
'oacalm and experienced oral surgeon. 

In cases where the author has been 
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called into consultation, an attempt 
having already been made, the tissues 
were found to be badly mutilated, the 
position of the needle changed, and, at 
times, broken into many parts. Un- 
necessary complications involving in- 
fection, trismus, injury to nerve, and 
shock to the patients were encountered. 

Precautions are immediately neces- 


sary before any attempt is made to re- 
move a needle which has been broken 
while making a mandibular injection. 
First—by means of cotton rolls, gauze 
packets, or a roll of bandage, the pa- 
tient should be prevented from closing 
the mouth, as contraction of the muscles 
involved will cause the needle to move 
deeper into the tissue. Several good 
roentgenograms should be taken. One 
lateral plate (Fig. 2) and an antero- 
posterior view (Fig. 3) are necessary. 

Immediately preceding the operation, 
an injection is made into the lingual 
tissue to control hemorrhage. A mandib- 
ular block injection is then made. The 
needle should not be withdrawn, but 
the syringe should be detached, the 
needle being left in place. A lateral 
roentgenogram is then made showing 
the relation of the broken needle to the 
serviceable one (Fig. 4). The latter 
should not be removed until the roent- 
genogram has been developed and 
studied. 


Removal of Broken Needle 

Having carefully estimated the loca- 
tion of the broken needle, a vertical in- 
cision is made in the area, approxi- 
mately over the center of the needle. 
The incision should extend from one- 
half inch above to one-half inch below 
the broken needle (Fig. 5, A and B). 
The margins of the incision are re- 
tracted and the area containing the 
broken needle is exposed. It is im- 
portant to remember that in practically 
all mandibles the actual distance from 
the internal oblique line to the sulcus 
is only half an inch. 

The needle is first sought in contact 
with the inner surface of the ramus, 
gradually working toward the lingual. 
When the explorer touches the needle 
fragment, it provides a distinct metallic 
feeling. The broken piece may then be 
seized gently with a hemostat and re- 
moved. Care should be exercised at this 
point to avoid breaking the needle into 
smaller pieces. 

When the needle has been removed, 
the incision is closed with one or two 
black silk sutures which should be re- 
moved at the end of forty-eight hours. 
Cold packs applied to the outside of the 
face and neck will control swelling. A 
mild antiseptic gargle may be employed. 

1832 Eye Street, N. W. 
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WRITING UNDER the flamboyant title, A YEAR’s ROU- 
TINE DENTAL WORK IN ONE MORNING WHILE THE PA- 
TIENT SLEEPS, A New York physician’ describes a 
method of general anesthesia wherein people who are 
hypersensitive to the dental experience or psycho- 
pathic can have routine dental services performed. 
The method described requires that the patient be 
hospitalized, premedicated, and then anesthetized 
with a gas-oxygen-ether sequence. In the maintenance 
of the general anesthesia an endotracheal tube is used. 
This allows free access to the mouth tissues. The 
author emphasizes that this tube is non-traumatic and 
non-irritating. The throat is blocked off with a gauze 
pack, and the dentist then proceeds to operate. 

The author does not indicate in what position the 
patient is maintained. We presume in the supine po- 
sition, the same as for general surgery. Anyone who 
has ever been required to perform routine dental serv- 
ices, making porcelain jacket preparations, prepar- 
ing cavities, inserting restorations—while the patient 
is lying down—knows that he is experiencing a back- 
breaking effort and that his operating position is not 
conducive to good dentistry. 

Although the author indicates that the gauze pack 
protects the patient from aspirating tooth debris, 
metal fragments, and other foreign bodies, he does 
not indicate exactly how the mouth is held propped 
open. We presume again that some sort of mouth prop 
is used. The author likewise emphasizes that “sensa- 
tion due to packing the throat may persist for a short 
time.”’ We wonder, because he does not tell us, what 
happens to the temporomandibular joint after the 
mouth has been propped open for three or four hours. 
The article would have been better if it had been co- 
authored by a dentist who could have answered some 
of the questions that come to a dentist’s mind. 

The author cites six case histories. They are not 
convincing except for the two that have to do with 
psychopathic patients. The occasional patient who is 
a psychopathic adult or an imbecile child would have 
to be cared for in a fashion such as this one advocated, 
if he were to be cared for at all. But to encourage peo- 





1 Flagg, P. J.: A Year’s Routine Dental Work in One Morning While the Patient 
Sleeps, New York J. Dentistry, 12:198 (May) 1942. 
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ple generally to sign into the hospital as a routine pro. 
cedure, to have a long drawn-out general anesthetic, 
to run the dangers that are incident to all inhalation 
anesthesia, to permit dentistry to be performed under 
conditions that cannot assure the best dental prepara- 
tions because of poor operative position and lack of 
patient cooperation—this does not comprise a pro- 
cedure to be routinely recommended. 

The impulse is rather compelling to be hard-hitting 
and hypercritical and fun-poking in evaluating this 
method, but no good service would be done. The au- 
thor is doubtless writing in good faith. It isn’t well, 
however, that his suggestion should become public 
knowledge. People might enter into this plan of treat- 
ment in the belief that it is harmless and simple and an 
answer to their prayers for painless (even if consider- 
ably more expensive) dental care. Except in the case 
of psychopathic patients there are few people who 
cannot be treated without intractable pain by the 
methods ordinarily employed now in the dental office. 
All these methods are relatively harmless: Premedi- 
cation with one of the sedative drugs is often effective 
to control apprehension. The use of local anesthesia 
by injection methods and analgesia by nitrous oxide 
are safe. Careful operating, the use of sharp instru- 
ments, and thermal control as described so well by 
Henschel” are methods that are tried and efficacious. 

We have no wish to proclaim a Spartan philosophy 
and to tell people that they should be able to stand a 
certain amount of dental distress. We can, however, 
express the belief that patients cannot expect any den- 
tal service to be entirely without pain or discomfort or 
inconvenience—and that would include the method 
advocated by the physician cited, the method of pro- 
longed anesthesia. 

For my part, I prefer to take my dentistry as I al- 
ways have—-sitting up, entirely conscious of my sur- 
roundings and the operations being performed, and in 
cooperation with the operator. I prefer likewise that 
my patients accept this kind of treatment. If they want 
a year’s routine dental treatment in one morning while 
asleep, they had better consult someone else. 





2 Henschel, C. J.: Pain Control Through Heat Control, Dentat Dicest, 47 :294 (July), 
1941. Pain Control Through Cold Control, ibid. 47 :444 (October) 1941. 
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DIGEST 
In the preparation of an 


edentulous mouth to re- 
ceive dentures an opera- 
tive procedure is suggest- 
ed for a sutureless alveo- 
lectomy in which only a 
single incision is required. 
This type of operation is 
indicated primarily in 
cases of prominent alveo- 
lar ridges. 




















Fig. 1—Side view before operation. 





Fig. 2—Front view before operation. 


Fig. 3—-Before operation. 
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J. G. TILEM, D.D.S., Philadelphia 


IN PREPARING THE edentulous mouth to 
receive dentures, it is sometimes ad- 
visable to alter the existing conditions 
by surgical intervention. There are two 
primary needs for such intervention. 
The first is anatomic; in other words, 
the presence of sharp or prominent 
interproximal ridges or alveoli, or 
hypertrophied gingiva. The second is 
an esthetic or a functional consider- 
ation. The latter might be a correction 
that will permit the making of a better 
fitting denture with a complete periph- 
eral seal. This would function more sat- 
isfactorily than a denture that would 
have to be butted. 

The sutureless alveolectomy with a 
single incision is indicated primarily 
in those cases in which the alveolar 
ridge is fairly prominent. The case 
should be studied carefully, clinically 
and roentgenologically, to determine 
the extent of alveolar tissue that can be 
depended on to act as a retainer or 


base for the attached mucoperiosteum. 
This is important. If the ridge is nearly 
flat, as is often the case in hypertrophy 
of the gingiva, it may be necessary to 
use the usual method of multiple in- 
cisions followed by numerous sutures. 





Sutureless Alveolectomy with a Single Incision 





Fig. 7—Alveolar process after alveolectomy. 





Fig. 8—Operation completed. Lack of ap- 
proximation due to pulling up of lip should 
be noted. 





Fig. 9—Side view after operation. Note the ex- 
aggerated appearance of lower lip as a result 
of puckering by patient. 





Fig. 10—Front view after operation. 
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Operative Procedure 


1. Make a complete roentgenologic 
study. 

2. Make study models and mount 
them on an articulator. 

3. Outline and plan the operative 
procedure on the model. (The first three 
steps should be taken before the time of 
the operation. ) 

4. Employ conduction and infiltra- 
tion anesthesia to control bleeding and 
pain. 

5. Make one peripheral incision on 


the lingual border of the ridge. This 


should mark the extent of alveolar re- 
section. Extend the incision about one- 
half inch on each side of the posterior 
limits of the field of operation. This 
will allow for complete tissue retraction 
without the need of vertical incisions. 

6. Carefully peel back the gingiva to 
the muco-periosteal fold with a blunt 
periosteal elevator, being careful not to 
tear this tissue, which, as it is separated 
from the bone, will be found to be elas- 
tic. The alveolar process should be ex- 
posed a little beyond the field of oper- 


ation. 








7. After the desired amount of alveo. 
lar tissue has been removed, bone files 
should be used to smooth all sharp 
edges. 

8. Tease the gingival tissue over the 
process and trim off excess. If the 
proximation is good, healing by first in. 
tention will ensue. 

9. Wash the area thoroughly with 
Dakin’s solution and apply guaiacol or 
some similar analgesic agent. 


100 West Wishart Street. 


A Simplified Technique For Local Anesthesia 


Summary 

1. Landmarks are definitely identi- 
fied before the needle is inserted. 

2. The needle remains in contact 
with the inner surface of the ramus. 
With the syringe over the opposite cus- 
pid, the needle point is kept close to the 
bone; trismus is thereby avoided. 

3. Needle breakage need not occur. 


ontra- 


tet 





June Musings... 


This is the time of year when many 
young high school graduates will be 
coming to us asking counsel. What are 
we going to say to these young men and 
women when they ask whether there is 
a career in dentistry? Are we going to 
tell them something of the independence 
that we enjoy as private practitioners, 
the lasting friendships that we make 
with people through our professional 
relationships? Are we going to relate 
the gratification we have in restoring 
anatomy to form and function, and re- 
joice in the correction of ill health 
which we sometimes accomplish? Or 
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(Continued from page 287) 


4. Fixed depth penetration removes 
need of probing for bone, in order to 
determine where to inject. 

d. Fixed depth insures depositing 
the solution in the sulcus. 

6. The needle may come to rest at 
any point in the sulcus and provide suc- 
cessful anesthesia, Fig. 19. 

7. The injection is virtually painless. 








are we going to bemoan the vexations 
ef our calling? Are we going to lament 
about the unappreciative patient, the 
“shopper,” the disgruntled; are we 
going to stress the discouragements 
and disappointments in some of our 
technical procedures? Our answers to 
them will depend largely on how our 
individual experiences have colored 
our attitudes. What are we going to 
prophesy about the future? Is dentistry 
something that has risen to its zenith 
and is now in decline? Or is it some- 
thing that has a bright, good future? 

I think it is safe to say that after the 
war is won the government will see that 
the health of its people is no longer left 
in the limp hands of chance. I think it 
is likely that our government will see 
that our people are more adequately 
fed, housed and clothed than ever be- 
fore. Our government will be more con- 
cerned with the health of the people, so 
that there will be more clinics, not 
fewer of them. There will be more 
people in government health service 
than now, and there will be more 
intensive educational campaigns—all 


8. The short three-fourth inch pene- 
tration brings more rapid anesthesia 
than a longer one. 

9. Once the internal oblique line has 
been passed, bone is no longer felt, or 
looked for. Inject the solution at three- 
fourth inch depth. 


200 West Fifty-Seventh Street. 


this should add up to mean that young 
inen and young women entering den- 
tistry now have a future prepared for 
them. Many of those graduating at this 
time from dental schools will never have 
the pleasure of civilian practice. The 
war will see to that. 

And these earnest youngsters who 
will be coming to us in the full days of 
June are going to ask us something 
about the preparations that they should 
make to become successful dentists. 
What should we tell them about educa- 
tional requirements? Should they spe- 
cialize in the physical sciences in their 
pre-dental courses, or should they take 
some excursions into the field of the 
humanities? Dentistry requires basic 
scientific training and a mechanical 
skill. This mechanical skill is much 
more than the mere ability to process 
inanimate objects. One may be ever 80 
good a craftsman working with inant 
mate objects, but turn him loose to per 
form his mechanics upon human tissues 
and he fails. Dentistry is concerned 
with scientific laws, the behavior of 
physical properties, but it is also com 
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Successful operations call els 


CONFIDENCE in EQUIPMENT 





Bia of every successful military opera- 
tion there must be confidence. Confi- 
dence in the cause. Confidence in men. 
Above all else, confidence in equipment— 
complete trust that it will serve its promised 
purpose. 





Dental operations are not far different. 
In employing local anesthesia to control 
pain, you can go ahead unhampered by 
personal tension or patients’ fears only 
when you know the solutions you use are 
worthy of your trust. Novocain with Cobe- 
frin and Novocain - Pontocaine - Cobefrin 
have proved their trustworthiness in more 
than 125 million injections. 


COOK LABORATORIES, INC. - THE ANTIDOLOR MFG. CO., INC. 


170 Varick Street New York, N. Y. 


Laboratories: Rensselaer & Springville, N. Y. 
NOVOCAIN, PONTOCAINE, COBEFRIN: Reg. Trademarks 


TWINS 


in Tolerance. . 
INDIVIDUAL 
in Anesthetic 
Action! 











In dependable uniformity, wide toler- 
ance and effective pain control, these two 
popular solutions are twins. In action they 
are individual in this respect: Novocain- 
Pontocaine-Cobefrin, because of its Ponto- 
caine content, extends operating anesthe- 
sia over a longer period. 


Specify both with your next order. Prove 
their day-to-day dependability for yourself. 
Many dentists use both—Novocain with 
Cobefrin for routine indications; Novocain- 
Pontocaine-Cobefrin for more prolonged 
procedures. 










al 


NOVOCAIN » COBEFRIN 
NOVOCAIN-PONTOCAINE-COBEFRIN 
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Dysrnessive AND POTENTIALLY DAN- 
GEROUS injuries such as minor burns 
require first-aid treatment for which 
‘S. T. 37’ Antiseptic Solution is par- 
ticularly well suited. 


This oil-free, colorless, odorless 
preparation is not only highly bac- 
tericidal but exerts a mild surface 
analgesic effect as well when applied 
to raw, inflamed tissue. Moreover, 
‘S. T. 37’ Antiseptic Solution is clin- 
ically non-toxic and its low surface 
tension facilitates penetration of mi- 
nute recesses, thereby extending the 
field of its bactericidal action. 


These characteristics make ‘S. T. 37’ 
Antiseptic Solution ideal for wet dress- 
ings in the treatment of burns. When 
‘S. T. 37’ Antiseptic Solution is di- 
rectly applied to such lesions its 
action is threefold: 


7. It exerts a potent bactericidal effect. 


2. Pain is relieved by its surface anal- 
gesic action. 


3..The tissues themselves are not fur- 
ther damaged and their normal phys- 
iologiec activities are not adversely 
affected. 


$1.37 ’ Antiseptic Solution 


is supplied in bottles of 5 and 12 ounces 
SHARP & DOHME, Philadelphia, Pa. 





cerned with the flow and tides of the 
human personality. People react differ- 
ently to their diseases. And the same 
person reacts on different occasions 
differently to his disease. 

The dentist should, therefore, know 
more than physics and chemistry and 
biology and the principles of mechan- 
ics. He should have enough background 
in philosophy to be able to place judg- 
ment on human values and to ferret 
out the fallacies in human thought. 
Then, too, he must know something 
about human behavior—call it psychol- 
ogy if you wish—but without this 
understanding the dentist will never 
have the opportunity to execute his 
skills. He must have people, patients, 
subjects to treat; he can never gain this 
following unless he sees each of these 
patients as personalities, each with dis- 
inctions of his own. These patients are 
more than human beings coming for 
dentures or extractions or acrylic res- 
lorations; they are people who are 
afraid, ;eople who are brave; people 
who vilue health; people who are in- 
differe:::: people who are conscien- 


JUNE, 19 


tious; people who are friendly and ap- 
preciative; people who are dour and 
difficult. The dentist must know them 
all, their types and their behavior, and 
he must know as well what kind of den- 
tal treatment to prescribe. . 

The boy or girl whom we are going 
to counsel should be told that a dentist 
must be something of a scientist, some- 
thing of a mechanic and an artist, and 
indeed, a philosopher and an under- 
standing confidant. 


“The Dentist As Mechanic... “’ 


In line with the thread of thought 
expressed in the previous item is the 
point-of-view of one newspaper edito- 
rial writer who grasped the significance 
of what he had heard. The complete 
editorial from the Buffalo, New York 
Courier Express is herewith repro- 
duced: 

“A heap of jejune thinking concern- 
ing the pre-professional education of 
dentists was shown up in all its falla- 
ciousness by Doctor Earl J. McGrath, 
dean of administration of the Univer- 
sity of Buffalo when he spoke recently 


before a meeting of the American Asso- 
ciation of Dental Schools in New York 
City. 

“Doctor McGrath disclosed the re- 
sults of a survey which indicated that 
a pre-dental student with high grades 
in the humanities courses is almost as 
good a risk in the dental school as one 
with high grades in the physical sci- 
ences. He also brought out that ‘there 
is no relationship between the amount 
of work taken in the natural sciences 
in college and success in the dental 
school. 

“*A scheme for selecting students 
for admission to dental schools based 
on the general quality of the students’ 
pre-dental work is more valid than one 
based on specified amounts of specific 
subject matter. It can be said that the 
most reliable predictive index of suc- 
cess in the dental school is the general 
quality of the work done in the pre- 
dental courses. Grades in the physical 
sciences do provide a slightly more re- 
liable index than the grades in any 
other courses taken alone, but the dif- 
ference is not great.’ 
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You ean’t argue 
with a CLOCK 


Time is a tough boss. When the ap- 
pointment book is full, every minute 
counts. Delays and interruptions due 
to patients’ nervousness and pain 
are time losses that can not be re- 
placed. When appointments run be- 
hind 


cumulation of these time losses, you 


schedule because of the ac- 
can’t argue with the clock. 

In a dental practice time can be 
accurately measured only in terms of 
productive hours. McKesson nitrous 
oxide pain-control equipment con- 
serves time by eliminating causes of 
the many incidental delays due to 
pain and nervousness. With the aid of 
McKesson pain control, patients are 
calm, relaxed, cooperative. The result 
is ideal operating conditions for both 
patient and operator. 





Whether your problem is how to 
conserve operating time or how to in- 
crease the number of your patients, it 
will be to your advantage to investi- 
gate the operating and economic 
advantages of McKesson pain con- 
trol. Return the coupon on page 304. 


Mckesson Appliance Co. 


Telede, Ohie 





“Doctor McGrath thus shows that the 
ability of the student to think and his 
willingness to study are more important 
than the type of courses on which he 
expends his mental energy before en- 
tering dental school. 

“And he brought out another point. 
He showed the need for ascertaining 
the extent of the mechanical ability of 
the would-be dentist before he enters a 
dental school. There is no factor yet 
visible, he said, in the pre-professional 
record that is of value in predicting the 
dental student’s ability to perform the 
technical and mechanical operations of 
good dental practice, such as crown and 
bridge technique. He stressed the ur- 
gent need for the devolpment of some 
test for the prediction of success in the 
technique and practice of dentistry. 

“ “Insofar as the practice of dentistry 
relies on scientific diagnosis based on 
the fundamental medical sciences, such 
as anatomy, physiology and bacteriol- 
ogy, he said, ‘the results of this survey 
suggest that high standing in college 
courses in physics, chemistry and biol- 
ogy will predict success in practice, but 
no such evidence is available with re- 
gard to the technical operations of den- 
tal practice.’ 

“The dentist is engaged in a difficult 
art. He must combine the qualities of 
the doctor with those of the mechanic. 
That individual is lucky who can com- 
bine all these qualities, even though a 
large number of practitioners possess 
both talents. Perhaps the dental schools 
will ultimately have to go out of their 
own field to obtain satisfactory tests for 
gauging mechanical ability. There are 
realms in which adaptation to mechan- 
ical precision can be determined. When 
the dental schools find a suitable test, 
they will have conferred a vast boon on 
the profession.” 


War Aid... 


When we speak of help to our allies 
we usually think of planes and tanks 
and guns. We do not usually see the 
soldiers stricken with malaria, the bat- 
tle wounds that need the healing agents 
of the new sulfa drugs, the x-ray ap- 
paratus that must be had to locate for- 
eign bodies. But we can get some idea 
of the magnitude of our aid in this 
form when we examine releases of the 
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Cement Data 


The whole subject 
iii of Crown and 

. + Bridge Denta! Ce. 
ment is authorita- 
tively discussed in 
this new Ames bro- 
chure. The present 
status of the ma- 
terial and its appli- 
Cation are reviewed 
in the light of a half. 
century of speciali- 
zation in this single 
product. The booklet covers “Com- 
position and Manufacture,” “Clinical 
vs Physical Properties,” “Mixing and 
Setting,” “Cement Troubles’ and 
other pertinent themes. The booklet 
is free. Write for your copy. 


THE W. V-B. AMES COMPANY 
Fremont, Ohio 
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LERKKLELS 
They’re made of the highest quality 


-. 


soft, flexible rubber . . . with no 
exposed metal whirling in the pa- 


tient’s mouth. 


They’re more comfortable for the 
patient because they clean those deep 
down pits and fissures thoroughly 
yet gently . . . and clean between the 
teeth and under the free gum margin 
without injuring the delicate gum 
tissue. They run cool and smooth 
and do not throw or splatter abrasive. 
Try BS Polishers the next time you 
order. You'll like them ! 
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American Red Cross. This institution 
alone has sent to the United Nations, 
along with many other items, the fol- 
lowing: 6,500,000 medical tablets of 
sulfapyridine, sulfanilamide, and qui- 
nine, as well as 1,000 pounds of iodine; 
100 tons of surgeons’ green soap to 
prepare skillful hands to receive 
295,000 pairs of surgical gloves. 
Among hospital supplies were 1,000,000 
hypodermic needles, 200,000 hot water 
bags, 20,000 tourniquets, 60,000 
syringes, 850,000 forceps, 100,000 rolls 
of adhesive plaster, 36,000 two-inch 
and three-inch bandages, and x-ray 
equipment in the value of $270,000. To 
keep men clean, to keep their clothing 
and equipment free from vermin, the 
Red Cross alone has shipped 2,626,000 
pounds of laundry and toilet soap. So 
the next time the Red Cross asks for 
aid, let’s think of our dollar or dollars 
as parts of a great fund to buy drugs 
and medical supplies and soaps and 
antiseptics for the men and women who 
are trying to save the world. 


Throw Away Your Knife 
and Fork... 


I have been pondering the deep so- 
cial and health significance of the 
“chicken-in-the-rough” method of serv- 
ing food. Sometimes I would like to 
think that some wise dentist could con- 
vince the food purveyors and the eti- 
quette arbiters to accept “chicken-in- 
the-rough.” With changing health con- 
cepts there have been some hopeful re- 
versals of opinion, so that we may 
again turn our children loose on raw 
foods rather than sticky pabulums. 





Matched Illumination 


Know what it is? 


It is light wherever your eyes want it, and of 
the quality they need for easy precision seeing. 


The “G-V” light is matched to your “T-V”— Ss 
which gives the best of intra-oral clarity. The { ' es 
*G-V” is for general vision. It bathes your Ne 
office with soft radiance and also with a proper 
concentration for fine extra-oral work as you stand 
at the chair. Ask your dealer. 


WILMOT CASTLE COMPANY 


1123 University Ave. Rochester, N. Y. 
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Mouth care is a habit—mouth health the result 


The Aristocrat 
of Mouth Washes 
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“Listen, 
Mister, 
Soldiers 


can get 


WAR NERVES’ 


too!” 





(A sergeant speaks his mind) 


“I’m going to give it to you straight. 


“We read a lot of stuff about how 
civilians are fighting ‘war nerves.’ 
Going to shows...dancing...reading... 
having fun to relax from all the grim- 
ness today and keeping uptheir morale. 


“Sure, it’s a good idea, but don’t for- 
get this. Soldiers and sailors can have 
‘war nerves,’ too. don’t mean anything 

,’ too. 
to do with courage and stuff like that. 
Believe me, they got plenty of nerve 
to take it—and dish it out—whatever 
the orders are. 


“What I mean is that soldiers, may- 
be even more so, need shows and 
dancing and decent places to go when 
they’re on leave. Boredom and monot- 
ony during their time off are as bad 
enemies as any goose-stepping Ger- 
man or Jap. We got to fight them, too. 


“That’s why everybody in this man’s 
army gives thumbs up to this USO. 
They’re doing a job, Mister. Fighting 
a fight. 


“They’re putting on swell shows... 
running club-houses...providing read- 
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ing matter...taking care of troops in 
transit...following the flag wherever 
the army orders with their mobile 
units. They’re spelling morale in our 
language with a capital M. 


“So listen, all you folks. Next time 
you see ashow or do a little rug-cut- 
ting or read a book or light a smoke 
or just sit down to play a game of gin- 
rummy or listen to the radio in your 
nice comfortable living room, just re- 
member that there’s lots of guys in 
O. D. and blue that can also use some 
of same. 


“It all adds up to this...we like the 
job the USO is doing for us...and we 
hope you on the home front keep it 
rolling !” 


The war chest against “war nerves” 
needs replenishing. Soon you’ll be 
asked to help. Well, you heard what 
the sergeant said! 

=z ?R ® 
Send your contribution to your 
local USO Committee or to National 
Headquarters, USO, Empire State 
Building, New York City. 


Give to the USO 





There is renewed insistence that ip. 
fants be fed at the breast, when ihere 
is no contra-indication for doing <o, in 
preference to the strangling nursing 
bottles. Again we may urge that the 
musculature of the entire face be 
thrown into function in eating— thus, 
we may be getting somewhere in cor. 
recting and preventing dental disease, 

Seymour A. Watsky is a brave den. 
tist of New York: He has written a 
sensible article under the title, “The 
Knife and Fork, Primary Causes of 
Periodontoclasia, Dental Caries and 
Malocclusion.” Let’s let Doctor Watsky 
argue with Emily Post in his own 
words: 

“The knife and fork—symbols of 
civilization and gentility—may be the 
primary causes of periodontoclasia, 
dental caries and malocclusion. Correct 
eating habits, or shall we say socially 
approved table manners, are among the 
first the human infant must acquire. 
Until the child has learned to manipu- 
late the omnipresent knife and fork and 
spoon, some solicitous adult is certain 
to cut his food for him. The anterior 
teeth are virtually never permitted to 
function. Let us stop and think what 
this implies. 

“It is universally agreed that the 
principal natural functions of the ante- 
rior teeth are the prehension and in- 
cision of food. However, the knife and 
fork have usurped these activities and 
have completely displaced the primitive 
method of seizing and tearing food with 
hands and teeth. Food is incised with 
the knife, seized by the fork and car- 
ried to the tongue. The tongue conveys 
it to the occlusal surfaces of the poste- 
rior teeth, where the mass, previously 
softened by modern refining and cook- 
ing, is ground with slight effort into a 
soft bolus. The posterior teeth have had 
a little exercise, the anteriors none al 
all. 

“We are mindful of the fact that 
most periodontists and research work- 
ers deplore the absence of an abrasive 
factor in the proper human diet. We 
also recognize and endorse the belief 
that it is necessary for cuspal inclines 
to be worn flat and for the anterior 
overbite to be reduced by abrasion to 
a tip to tip relationship for conditions 
of occlusion to prevail such as are pres 
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WINNING 
HANDS? 


@ In hands—strong, agile hands—lies our margin of 
victory; within their reach, the peak industrial output 
we must attain. Guerrilla against their attainment of 
peak production is time-thieving, creaky-jointed arth- 
titis, fighting a delaying action. In tracing this saboteur 
disease to its focus, teeth must be thoroughly examined. 
And in thorough examination, x-ray is a ‘‘must.”’ 

Of course, you can’t find the cause of all the arthritis 
that besets our workers. You can’t make all the examina- 
tions. But you can be sure that those you do make are 
thorou gh—examinations that reveal a multitude of 
disabling conditions hidden from all but the dentist who 
USES X-ray. 

To learn how x-ray—and the G-E Model CDX Dental 
X-Ray Unit in particular—can better serve you and 
your patients, clip, fill in, and mail the coupon for 
complete, free information. 


Please send me complete information of how 
easily x-ray with the G-E Model CDX can be a 
valuable, busy part of my practice. 


City & State 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. &. A. 


— < «<< ——= == au Gee Ge Gee Ge ee Gee eee eee eee ee ee ee ee eee ee 
meee eee eee eee me eee —_—— a a ae ae eee 3 


=o ~~ "~"""(Or please use coupon on p ge 304) 
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ent in the mouths of a few of our elderly 
patients of foreign extraction and ip 
most primitive skulls. These exceptions 
to the rule of pandemic periodonto. 
clasia and dental caries quite frequent. 
ly possess a full complement of teeth, 
freedom from dental caries and q 
healthy periodontium. This healthy 
condition has been accounted for on 
the basis of the abrasive character of 
the primitive diet or on its superior 
nutritional qualities. But, it is our opin- 
ion that, as long as the knife and fork 
custom persists, no amount of abrasion 
of the posterior teeth or nutritional per- 
fection will compensate for-lack of at- 
trition through the continuous free ex- 
ercise of the incisive and prehensile 
functions of the edges of incisors and 
with your instrumentation. cuspids, from the time of their eruption 
until the period of old age. The over- 
bite, unreduced by wear directly on the 


PYROZIDE 
TOOTH 
POWDER 


is designed to meet the de- 
mands of modern dental 


science. Requisite for home 





cooperation in conjunction 


The inclusion of DENTINOL in PYROZIDE TOOTH edges of the anterior teeth, restricts the 
POWDER produces a fine medicated dentifrice which excursions of the mandible to shor 
arcs of extremely limited radii. In this 
has been prescribed by the dental profession through- circumstance abrasives, if present in 
out the world for almost 40 years. food or if artificially supplied, succeed 
only in: 
“1. Deepening the fossae of bicus- 
To help maintain mouth health, recommend PYRO- pids and molars. 
ZIDE TOOTH POWDER. “2. Increasing, rather than dimin- 
ishing, cusp height. 
“3. Abrading lingual surfaces of up- 
Accept no substitutes for DENTINOL or PYROZIDE per and labial surfaces of lower ante- 
TOOTH POWDER. riors without reducing crown length. 


“4. Adding to the depth of overbite. 
5. Closing the bite. 
“6. Greatly increasing lateral stress, 


WEB DISTRIBUTING CO. occlusal trauma, wedging and food im- 


action.” 
259 South St. NEWARK, N. J. . Again, a careful observer, such as 
Watsky, is pointing out that as we as 
cend the so-called cultural scale, we 
rapidly disintegrate and descend on the 


LEE SMITH CERTIFIED IMPRESSION COMPOUND physical scale. Soft beds gave us i 


ETT somnia; automobiles gave us flat feet 
potent he es ln dn tote and protruding abdomens; bridge 

















Lee Smith Certified Compound is an tables gave us stooped shoulders; soft 

Plimeliselely- impression material highly ond highly processed foods and lack of 
- efficient in general prosthetic -.work : : ‘th 

and a variety of other techniques. It function have given us thin faces wit 

; les lk Wc ice ° 

requires tess neading 2) Abas you crowded, carious teeth. 

smoother texture for greater detail ; ; di 

Plate MICMiCliullatcm-late Ms aliluliit:mel Tilak: Nobody is suggesting that we alg 

are unsurpassed. Your nice of eumives o cave tn the cide of 0 rock, 

convenient shaped cakes, % pound 

to the box . . . or tracing stick form, throw away our clothes and grow some 


15 sticks to the box. 
Certified to surpass A. D. A. Spec. No. 3 


fur, eat raw meat and swing from tree 
branches. But we can resist some of the 


LEE S. SMITH & SON MFG. COMPANY LiTTSBURGH. PENNA encroachments of civilization. The wal 
eR DF is going to help us. We are going 
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The same basic ingredient! And though a heaping plateful of Dr. 

Wernet’s Powder might not be regarded as an after-dinner treat, it 

would be no less pure. For it is made from the same grade of im- 

ported gum that goes into finest ice cream as a stabilizer—the most 
expensive available for denture powder. 

Your patients will appreciate an introduction to this premier denture 
powder, especially during the dreaded early “seating” period. By impartial 
laboratory test Dr. Wernet’s Powder is 26.1% whiter and purer than the 
average of leading competitors, as well as 50% more viscous (for maximum 
security and greater shock-resistance) and 46.5% more 
absorbent (for faster denture control). 


Dr. Wernet’s Powder is as safe and dependable as it is 
soothing and digestible. 


Free supply sent on request, Wernet 
Dental Mfg. Co., Dept. P-7, 190 
Baldwin Ave., Jersey City, N. J. 








Dr. WERNET’S 
PowDER 


26.1% WHITER AND PURER 
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In your ORAL HYGIENE this month 





Doctor Posner and a group of soldiers he treated for jaw injuries. 


This American Dentist 
Knows About War 


Doctor JOHN JacoB POSNER spent 
six exciting months in the American 
Hospital in Spain, during the Spanish 
War. There he treated almost every 
type of jaw injury that results from 
modern war. Doctor Posner recounts 
the intimate details of his experience 
in his article, “Oral Surgeon in the 
Spanish War,” in this month’s ORAL 
HYGIENE. 


A blunt-spoken article which asks, 
“Who Said Dentistry was Impor- 
tant?” tells how confusion in the U. S. 
Public Health Service impairs the den- 
tal program, and urges creation of a 
separate Division of Dental Health. 


Many a reader will exclaim, “This 
is about me!” when he spies the title 
of Doctor Edward H. Toler’s June 
ORAL HYGIENE article, “No Tires for 
Dentists.”. An osteopath or a veteri- 
narian can get tires. But you can’t! “It 
is up to dentists to safeguard their pro- 
fessional standing by writing and wir- 
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ing their congressmen,” says Doctor 
Toler. | 

Information many dentists are seek- 
ing, “New Rulings on Army Commis- 
sions,” is compactly presented in a 
single page this month. 

And, this month, in his department, 
“This is YOUR Business,” Peter T. 
Swanish, Ph.D., tells how British den- 
tists protect the practices of brother 
dentists who have gone to war. The 
topic is obviously of lively interest to 
numerous members of the U. S. pro- 
fession. 

As usual, this month’s Military 
and Defense News department pre- 
sents, for swift reading, up-to-the-min- 
ute news on wartime events affecting 
dentists. 

And, this month, ORAL HYGIENE’s 
other popular departments: Ask ORAL 
HycIENE, Technique of the Month, 
Editorial Comment, Dear Ora. Hy- 
GIENE, Dentists in the News, Laffo- 
dontia, and The Publisher’s Corner. 


In your June 





have to walk more and eat less of the 
wrong things. No one who ever led g 
back-to-Nature movement received any- 
thing except cat-calls and the accusg. 
tions of being more than a bit nuts. And 
I am afraid if we walked into the Wal. 
dorf-Astoria, pulled off our coats and 
rolled up our sleeves, tossed away our 
knives and forks and went to work with 
our fingers on an order of raw vege. 
tables and bright red meat, however 
good they might be for our periodon. 
tium, we would be on the way to a pad- 
ded cell in Bellevue — promptly. — 
E. J. R. 





PUBLICATION OFFICE: 
1005 LIBERTY AVE. 
PITTSBURGH, PENNSYLVANIA 


MERWIN B. MASSOL .........-..-. Publisher 
Rosert C. Ketrerer... Publication Manager 
Wy. MAME CARR. TRIS. 0 000 veces Associate 
Stuart M. STANLEY....... Eastern Manager 
Joun J. Downes.......... W estern Manager 
A. D. McKINNEY......... Southern Manager 
Don HarwayY........ Pacific Coast Manager 
Mary ConnaALLY...... Assistant to Publisher 
DoroTHY STERLING..... Promotion Manager 
ELIZABETH BOYLE...... Circulation Manager 
a 


EDITORIAL OFFICE: 708 CHURCH ST. 
EVANSTON, ILLINOIS 


EDWARD J. RYAN, B.S., D.D.S...... Editor 
ETHEL H. Davis, A.B........ Assistant Editor 


Manuscripts and editorial correspondence 


should be addressed to the Editorial Office. 


a 
SUBSCRIPTIONS—In the United States, 
Alaska, Canada, Cuba, Guam, Hawaiian 


Islands, Mexico, Philippines, Puerto Rico, 
Central and South America: One year, $2; 
two years, $3; three years, $5. Three-year 
subscription includes Visual Education m 
Dentistry. (See below.) All other countries: 
One year, $2.75; two years, $4.50; three years, 
$7.25. Subscriptions are payable in advance. 


* 
ADDRESS CHANGES—Please allow two 


weeks for address change to become effective. 
Please furnish old as well as new address. 


* 
PUBLICATION DATE—The magazine is 
mailed on the fifteenth of the month of issue. 
. 
REMITTANCES for subscriptions or for 


tension services, which are named below, 
should be made payable to Dental Digest, Inc. 


DISTRICT ADVERTISING OFFICES — 
New York, 18 East 48th Street; Chicago, 
Peoples Gas Building; St. Louis, Syndicat? 
Trust Building; San Francisco, 420 Market 
Street. (For advertising information only. 


* 
Copyright, 1942, by Dental Digest, Inc. * 
tered as second class matter at the postome 


at Pittsburgh, Pennsylvania, under the ¥ 
of Congress, March 3, 1870, Printed in U.S.A 


THE DENTAL DIGES! 














Look for JUSTI Advertising in: : | Look for JUSTI'S new technic sheet in the 


ORAL HYGIENE (June issue) | June and July issues of DENTAL SURVEY 


JOURNAL A.D.A. (July issue) and DENTAL LABORATORY REVIEW 
PROOFS (June and July issues) (Back copies are available on request) 



























DENTAL MEETING DATES 






























| American Dental Association, eighty- > OMS 2 WIFE Fe | 

‘ a ¥ Pit 4 Hi Fag Sty Z J - bie : Big 7 i 
her # fourth annual meeting, Statler Hotel, go N WF spe | f fl] A dh 7 
a Boston, Massachusetts, August 24-28. Me tL lagara 0 : ell re e 


. 
nad American Academy for Plastic Re- 
vo search in Dentistry, fourth official meet- 
sher @ ing, Statler Hotel, Boston, August 23. 
18 8 For admission, apply to Secretary La 
eH Mar Harris, 25 East Washington Street, 


Chicago. 


q om Luk * Te 
Lia er, , + nigh 
‘ "Gig he. Cig» i tie © ag 
p 5 

















OVER THE YEARS 


ates, 

“7 With the good will of the dentist, 
2: an unceasing flow of CO-RE-GA 
-yeat has gone forth from our manu- 


facturing plants to help millions 
of patients throughout the world 
gain confidence with immediate, 
partial and full dentures. 
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| QUID MEASURING DEVICE 
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sae Prevent disintegration of the seal between 
lay and cavity by having an assured | 
Powder-liquid ratio with Bosworth’s Cement | 
and Liquid Measuring device. The definite 
or x Powder-liquid ratio obtained, the cement in 
yelow, @ ™€Gsured capsules and liquid in hermetically 
t, Inc. S8led cartridges, produce dependable. 


uniform mixes. It takes the guesswork out 
of cementation. 
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PLEASE SEND FREE SAMPLES FOR PATIENTS 
Dr. 


THE KILE MIXING SLAB 


Definite control in mixing cement and 
cate is assured with the “‘air-conditioned”’ 
sce black Kile Slab. This automatic 
‘COoling slab is always below room 
"mperature yet never reaches dew point. 




















COREGA CHEMICAL COMPANY 





- Ls kes mixing accurate, simple, easy. | 208 ST. CLAIR AVE., N. W. CLEVELAND, OHIO 
stolict " ) - | 

way) | TARRY J. BOSWORTH COMPANY | 

USA ‘15'S MICHIGAN AVENUE = faq Aled Were) 
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See second cover 


UNIVERSAL DENTAL Co. 
487TH & Brown Sts., PHILADELPHIA, Pa. 


Please send a copy of “Coordinate Size Sys- 
tem and Interchangeability of Laterals.” 





See page 263 


AUSTENAL LABORATORIES, INC. 
5932 WentwortH Ave., Cuicaco, ILL. 


Please send name of nearest Vitallium lab- 
oratory. 





See pages 264-265 


VERNON-BENSHOFF Co. 
P. O. Box 1587, PirtspurcH, Pa. 


Please send tests and studies mentioned 
in advertisement. 





See page 266 


KONFORMAX Lapys., INC. 
Brook yn, N. Y. 


Please send descriptive folder. 








See page 271 


BristoLt-Myers Co. 
19EN West 50TH St., New York City 


Please send Sal Hepatica literature. 





See page 294 


ANTIDOLOR MFc. Co., INc. 
Cook Lapsys., INc. 
170 Varick St., New York City 


Please send information concerning Novo- 
cain-Pontocaine-Cobefrin. 


See page 296 
McKesson APPLIANCE Co. 
ToLepo, OHIO 





Please send information concerning Mc- 
Kesson equipment. 


Address 


Dealer 
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See page 299 

GENERAL Evectric X-Ray Corp. 

2012 Jackson Bivp., Cuicaco, ILL. 
Please send complete CDX literature. 








See page 301 
Wernet DentTAL Mre. Co., Dept. P7 
190 BaLpwin Ave., Jersey City, N. J. 


Please send trial supply of Wernet’s 
Powder. 





See page 303 

Harry J. BoswortH Co. 

1315 S. MicuicAN Ave., CHIcaAco, Ii... 
Please send information about the Kile 

Mixing Slab and the Cement and Liquid 

Measuring Device. 


D.D6 


See page 303 

CorecA CHEMICAL Co. 

208 St. Crain Ave., N. W., CLEVELAND, Onto 
Please send samples for patients. 





CASTS PERFECTLY TO A 


SHARP-MARGINED 


INLAY 


ENDURING...INCONSPICUOUS 


At your dealers...or write 


WILLIAMS GOLD REFINING COMPANY 


Buffalo, New York 


Fort Erie, N., Ont. 
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